Background/Aims: Superficial white matter provides extensive cortico-cortical connections.
Introduction
Disruption of cerebral white matter is seen in Alzheimer's disease (AD) [1] . According to the retrogenesis model of AD, the white matter tracts that are the last to myelinate are the first to degenerate [2] . Superficial white matter (SWM) is located beneath the infragranular layer of the cerebral cortex and these tracts are some of the last fibers to myelinate, often occurring in the fourth decade of life [3] . Therefore, SWM represents a population of tracts that may be most vulnerable to AD. SWM consists of U fibers of Meynert, crown fibers and merging deep white matter fibers [4] . U fibers originate from layers III and V of the cortex, exit and follow concave surfaces of a sulcus and re-enter the cortex at distances up to 3 cm. Crown fibers run parallel to the convex surface of gyri. Merging fibers originate within the deep white matter, cross other tracts in SWM and extend towards the cortex. Perhaps due to the complex architecture and significant inter-subject variability of SWM, there have been limited studies of its involvement in AD and cognitive dysfunction. A magnetization transfer ratio magnetic resonance imaging (MRI) study found evidence of demyelination of SWM in AD and an association with lower Mini-Mental State Examination scores [3] . A diffusion tensor MRI study found decreased white matter integrity of SWM in AD, particularly in the frontal and temporal lobes and associations with lower Mini-Mental State Examination scores [5] . Additional imaging studies are needed to characterize the alterations of SWM in AD and its cognitive correlates.
Tractography is an application of diffusion tensor MRI that reconstructs white matter tracts based on restricted diffusion of water molecules along myelinated axons [6] . Disruption of tracts can be detected as increased mean diffusivity (MD, degree of water diffusion), increased axial diffusivity (AxD, largest eigenvalue), increased radial diffusivity (RD, average of the two smaller eigenvalues) or decreased fractional anisotropy (FA, directional diffusion). A tractography study in healthy older adults demonstrated an association between lower SWM FA and lower scores on cognitive testing [7] . Earlier tractography studies in AD assessed lobar white matter that likely consisted of both SWM and deep white matter, but none assessed only SWM [8] [9] [10] [11] [12] [13] [14] . The aim of this study was to use tractography to characterize alterations in SWM associated with AD. We used this method to reconstruct each participant's unique network of SWM tracts. Since AD has differential effects across cerebral lobes, we separately assessed frontal, occipital, parietal and temporal SWM. In each lobe, we compared the diffusion characteristics (MD, AxD, RD and FA) of SWM tracts between healthy older adults and persons with AD and correlated it with the performance on neuropsychological testing. We hypothesized that AD would be associated with worse SWM diffusion characteristics (increased MD/AxD/RD and decreased FA). We also hypothesized that worse SWM diffusion characteristics would be associated with decreased cognitive function.
Methods

Participants and Clinical Assessment
The study was approved by the Queen's University Research Ethics Board. Prior to entering the study, all participants provided written informed consent. The neuropsychological battery consisted of the following cognitive tests: global cognitive function (Montreal Cognitive Assessment, MoCA [15] and Mini-Mental State Examination [16] ), selective attention (Stroop test [17] ), processing speed (Trail Making Test B, Trail [18] ), focused attention (Wechsler Memory Scale-III Longest Span forward [19] ) and working memory (Wechsler Memory Scale-III Longest Span backward and Letter Number Sequencing [19] ). AD was diag-nosed following the NINCDS-ADRDA criteria [20] . Participants with mild cognitive impairment were excluded from this study. Participants with AD were within the mild stages of the disease, as measured by a MoCA score of ≥ 18/30. Exclusion criteria were the presence of metallic objects, devices or conditions unsafe for MRI. The cognitive testing and MRI session were conducted within 2 weeks of each other. Twenty-four cognitive normal controls and 16 participants with AD were included in the study. The demographic characteristics of the participants are shown in table 1.
Magnetic Resonance Imaging
Brain imaging was acquired in a single session on a 3 Tesla Siemens Magnetom Trio MRI system (Siemens Medical Systems, Erlangen, Germany) with the use of a 12-channel head coil. An anatomical scan was acquired with a sagittal T1-weighted 3-dimensional magnetization prepared rapid gradient echo sequence [field of view (FoV) 256 mm, spatial resolution 1 × 1 × 1 mm 
Image Analysis
Diffusion-weighted images were processed by a method described in earlier studies [21] [22] [23] . Diffusion-weighted images were corrected for eddy current distortions using FSL [24] . There was no correction for head motion. DTI reconstruction was completed with Diffusion Toolkit 0.5 (Ruopeng Wang, Van J. Wedeen, Martinos Center for Biomedical Imaging, Massachusetts General Hospital, www.trackvis.org). Tracts were created in the Diffusion Toolkit by the Fiber Assignment by Continuous Tracking (FACT) method with an angle threshold of 35° [24] . The participant's T2 FLAIR MRI was registered by the affine method using 12 degrees of freedom to the diffusion-weighted image map with Slicer 3D 4.1 (www.slicer.org). Tractography data and T2 FLAIR were analyzed in TrackVis (www.trackvis.org). White matter hyperintensities (WMH) were manually segmented on axial T2 FLAIR as described in an earlier study [22] . SWM was defined as tracts originating within 5 mm of the cortical surface, and it was manually segmented into frontal, occipital, parietal and temporal lobe SWM based on anatomical landmarks [landmarks are described in ref. 25 ] . Within each lobe, region of interests (ROIs) were outlined paralleling the cortex within 5 mm of the cortical surface. ROIs were manually traced for each lobe, slice by slice, on the 40 axial T2 FLAIR slices for each patient using the TrackVis mouse-controlled interface. Frontal, occipital, parietal and temporal lobe SWM was segmented by selecting tracts that crossed through the respective lobar ROIs. The area of ROI as well as FA, MD, AxD and RD of the lobar SWM were measured. Examples of segmented SWM tracts are shown in figure 1 .
Statistical Analysis
Statistical analyses were conducted using Statplus. The FA, MD, AxD and RD of segmented SWM tracts were compared between controls and participants with AD while adjusting for the effects of age and the WMH volume using multiple linear regressions. Cognitive scores were not available in all participants, so participants were included in the analysis only when their scores were available (sample sizes are presented in tables 3 and 4). We presented unstandardized regression coefficients for the associations between cognitive test scores with tracts MD, AxD, RD and FA and number using multiple linear regressions, adjusting for the effects of age and WMH volume. To account for comparison of the 4 SWM lobes, a Bonferroni correction was used, and p values <0.0125 were considered statistically significant. 
Results
The demographic and clinical characteristics of participants are presented in table 1 . There was a trend for increased age and increased WMH volume in participants with AD compared to controls; however, it was not statistically significant ( table 1 ) . As expected, participants with AD had statistically significantly lower scores on all cognitive tests compared to controls ( table 1 ; all tests p < 0.001).
Compared to controls, the area of SWM was smaller in participants with AD (frontal SWM: 5,576 ± 4,556 vs. 1,119 ± 517, p = 0.00073; occipital SWM: 1,627 ± 1,211 vs. 316 ± 155, p = 0.00025; parietal SWM: 3,652 ± 2,747 vs. 687 ± 161, p = 0.00015; temporal SWM: 2,083 ± 1,706 vs. 391 ± 227, p = 0.00029). Compared to controls, in participants with AD, there was increased MD (percentage difference 12%), increased AxD (9%) and increased RD in temporal SWM (14%; table 2 ). There were no statistically significant differences in the FA of SWM between controls and participants with AD ( table 2 ) .
Among controls, in frontal SWM, increased RD and decreased FA were associated with worse MoCA scores ( table 3 ). In occipital SWM, increased RD was associated with worse MoCA and Trail scores, and decreased FA was associated with worse Trail scores. In temporal SWM, decreased FA was associated with worse MoCA scores, and increased MD and RD were associated with worse Stroop scores. In participants with AD, the FA, MD, RD and AxD of SWM was not associated with the performance on the cognitive tests ( table 4 ) .
Discussion
This is the first tractography study to detect alterations in the SWM in AD. Compared to controls, AD was associated with worse SWM diffusion characteristics. The retrogenesis hypothesis predicted that, as late myelinating fibers, SWM would be vulnerable to degeneration in AD [2] . In support of the retrogenesis hypothesis, we detected disruption of SWM in AD. Our results are in agreement with an earlier magnetization transfer ratio imaging study and the DTI study that found evidence for disruption of SWM in AD [3, 5] . The pattern of SWM tract changes observed in this study was similar to earlier reported patterns of cortical neurodegeneration in AD. Based on the Braak staging system, neurofibrillary degeneration develops in the temporal lobe and spreads to the rest of the neocortex in later stages of the disease [26] . Consistent with its involvement in early stages of AD, in this study, we found the largest diffusion abnormalities in the temporal lobe. The large increases in MD, AxD and RD within the temporal SWM ranged from 9 to 14% and are consistent with the 10-25% increase reported by an earlier DTI study [5] . It is believed that increased MD represents tissue atrophy, increased AxD represents Wallerian degeneration, and increased RD reflects myelin disruption [5] . Based on these associations, our study suggests that in AD, there is prominent tissue atrophy, Wallerian degeneration and myelin disruption in temporal SWM. Consistent with earlier studies, there were greater differences in MD, AxD and RD than in FA between controls and participants with early-stage AD [5, 27] . FA is related to the ratio of AxD and RD [27] . In this study, both AxD and RD were increased in participants with AD, which may have attenuated changes in FA in AD.
We detected novel associations between SWM and cognitive function. SWM had different associations with cognitive function based on its location. In healthy older adults, decreased global cognitive function was associated with worse diffusion characteristics of SWM in several lobes. Decreased performance on the MoCA was associated with increased RD/decreased FA in frontal SWM, increased RD in occipital SWM and decreased FA in temporal SWM. Decreased cognitive function in specific cognitive domains was associated with worse diffusion characteristics of SWM in specific lobes. Decreased selective attention assessed by the Stroop test Values are means ± standard deviations unless otherwise stated. β represents the nonstandardized regression coefficient. was associated with increased MD/RD in temporal SWM. Decreased processing speed assessed by the Trail test was associated with increased RD/decreased FA in occipital SWM. There were no associations between SWM and cognitive function in participants with AD.
A limitation of this study is the small sample size. Cognitive test scores were only available in a subset of participants leading to smaller sample sizes for cognitive correlations. The small sample size may have limited the ability to detect diffusion differences between participants with AD and controls or detect cognitive associations with SWM. Alternatively, the disruption of SWM in AD may have contributed to the lack of cognitive associations for SWM in AD. Additional limitations of this study are the multiple comparisons, which may have led to falsepositive results, and the accuracy of tractography. The complex architecture of SWM makes it difficult to follow the course of tracts through crossing or abutting fibers [28] . Although some tracts may not have been tracked at all or not correctly, this study and earlier ones have demonstrated that it is possible to perform tractography for SWM [7, 28] .
With tractography, we were able to reconstruct the extensive cortico-cortical connections of SWM. This network of connections between cortical regions assumes an important role in cognition. At the level of cerebral lobes, this study demonstrated that SWM has regionspecific roles in normal cognition. In healthy persons, tractography of SWM can be used to characterize in more detail the relationship between regional cortical connectivity and specific cognitive processes. In AD, tractography of temporal SWM may represent a novel biomarker of neuronal injury that may aid in diagnosis and disease monitoring.
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